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Abstract

Rationale, aims, and objectives: Over the past two decades, research informing

good clinical practices related to intimate partner violence (IPV) has been plentiful,

yet partner violence screening remains challenging to translate into action. In spite

of the documented efficacy of routine screening for women of reproductive age

and the availability of validated screening instruments, many IPV screening

programmes lack the components necessary for success. In Toronto, a multidisciplin-

ary team of researchers and clinicians is using the tools of implementation science to

scale up an evidence‐based IPV screening and response programme in an urban

orthopaedic clinic where prior screening attempts have been ineffective.

Methods: Using the Active Implementation Framework as a guide, researchers col-

lected data across multiple sources to inform the first stage of implementation. Anal-

ysis focused on identifying the characteristics of the clinic that support or hinder

implementation of new processes, evidence‐based screening practices that fit with

the clinic, and characteristics of a strong implementation team.

Results: Through this process, researchers and clinicians uncovered organizational

strengths and weaknesses related to IPV screening that may not have been identified

previously. The need to incorporate technology into our screening processes became

apparent, as did the importance of shared communication and colearning between

clinicians and researchers.

Conclusions: The benefits of investing in the preparatory phases of implementation

are discussed. Without undertaking the process of gathering and analysing data, exam-

ining the factors that support effective and sustainable implementation, and investing

in the creation of a strong implementation team, it is likely that decisions about our

screening approaches would have resulted in a less‐effective and sustainable process.
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*In the months prior to starting this project, clinic staff initiated a screening programme that

consisted of setting a form with a single question on the treatment beds for each patient to

complete.
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1 | INTRODUCTION

As a growing body of evidence makes clear, intimate partner violence

(IPV) negatively impacts the health of millions of women, children, and

families across North America annually.1-3 Effective screening tools

have been validated acrossmultiple populations, and sufficient research

exists to support the efficacy of routine screening programmes with

clear protocols, thorough provider training, and supportive, appropriate

referrals and response.4 Professional health associations across the

United States and Canada have adopted policy statements supporting

routine IPV screening,3,5-7 the US Preventive Services Task Force rec-

ommends IPV screening for all womenof reproductive age,8,9 and under

theUS Affordable Care Act, IPV screening and counselling is considered

a prevention service that must be covered by insurance.9,10

Despite these recommendations, many health centre–based IPV

screening programmes lack the components necessary for success,

including the use of consistent, evidence‐based practices, concrete

protocols, administrative support for screening, ongoing provider and

staff training, and linkages with community resources.9,11-13 Even

when research‐driven approaches are identified and attempted, inte-

grating these practices into busy clinical settings is challenging. Well‐

identified impediments to screening, the complex nature of IPV, and

the need to ensure safety for patients and providers combine with a

lack of attention to the process of implementation, resulting in ineffec-

tive and often frustrating experiences for clinical staff and patients

alike.12,14-16 Important aspects of the clinic infrastructure need to be

addressed (eg, patient privacy and confidentiality),17 staff and provider

trauma histories need to be considered,14 and the development of

clinic‐wide protocols and ongoing training must be integrated into

the clinic environment.9,12,18 Additionally, appropriate responses to

IPV disclosure require the engagement of multiple systems, adding

to the intricacy of partner violence screening programmes.9,14

Implementation science experts argue that new programmes often

collapse because of inadequate investment in implementation.19,20

Implementation research centres emphasize understanding the mech-

anisms that promote “the systematic uptake of research findings”21 in

everyday practice, including contextual, organizational, and program-

matic factors.22 For example, interventions need to fit with the setting,

taking “real‐world” situations into account.22,23 Key stakeholders—

including those most affected by the innovation or programme—

should be involved in all levels of decision making about the interven-

tion.23,24 While advocacy organizations such as Futures Without

Violence have long argued for carefully planned interventions that

are tailored to the needs of a specific clinic and build staff and

provider buy‐in,17 implementation science takes this process further,

providing an approach to programme implementation that is method-

ologically rigorous and based on systems research.25,26 In the follow‐

up to a 2012 symposium centred on improving responses to violence

against women, Decker et al specifically call for the use of implemen-

tation science frameworks as a strategy to improve the implementa-

tion and scale‐up of screening programmes.26

The current project began as a partnership between a clinician sci-

entist at an outpatient fracture clinic and the director of an urban
population health research centre within the same hospital system.

Despite previous documentation that approximately one‐quarter of

female patients in that clinic experienced IPV in the year prior to their

fracture27,28 and the presence of staff who were concerned about and

motivated to act on disclosure of IPV, the clinic was unable to sustain

a routine, evidence‐informed IPV screening programme.* Meanwhile,

scientists from the centre with expertise in IPV research had recently

completed an environmental scan that showed low levels of evidence‐

based IPV screening practices in local hospitals29 and had been consid-

ering using their expertise in evaluation to apply implementation

science to screening practices as an approach to improvement. An

internal competition for research funds to support clinic initiatives

provided further impetus for establishing a sustained, routine IPV

screening effort in the fracture clinic.

This article describes how an interdisciplinary team of researchers

and practitioners is using and adapting the Active Implementation

Framework (AIF)30 to scale up an evidence‐based IPV screening and

response programme in an urban orthopaedic clinic where prior

screening attempts have been ineffective. Our goals in telling this

story are to describe our experience with tailoring the AIF to the con-

text of IPV in a busy clinic setting and adapting its activities and tools

while maintaining fidelity to the core elements of the model. We high-

light this process because we believe that this upfront work is often

overlooked by practitioners and administrators in busy clinical set-

tings, eager to move past “planning” activities and into action. Yet both

research and experience suggest that investing the time to intention-

ally learn about and plan for implementation is a critical component

for long‐term success. While we hope that this will inspire others to

build on our findings to strengthen IPV screening programmes, we also

believe that our processes and lessons learned translate across clinical

settings and innovations.
2 | METHODS

2.1 | Implementation science framework

While a plethora of implementation science frameworks, models, and

constructs exist,31,32we selected themodel ofNational Implementation

Research Network (NIRN), often referred to as the Active Implementa-

tion Framework (AIF), because of its comprehensive and operational

nature. Because implementation is not a single event, the AIF outlines

stages, moving from exploring the possibility of an organization

adopting the intervention, to preparing the landscape and “installing”

it, to initial implementation, and later full implementation.19,30

The AIF process also emphasizes four key components to imple-

mentation.19,30 First, a usable intervention needs to be well defined,

based in evidence, and well operationalized. Second, key implementa-

tion drivers or components related to the infrastructure of the
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intervention setting (eg, staff competencies are developed and sup-

ported, and the administration facilitates the changes necessary for

implementation) are assessed and possibly strengthened. Third, imple-

mentation requires teams (we argue multidisciplinary teams) to facili-

tate change within a system. And finally, improvement cycles are used

to test changes on a small scale, identifying problems, recommending

changes, and trying again.30,33
TABLE 1 Use of the clinical context interview guide in Explorationa

Implementation

Driver Definition of Driver

Examples of Questions

Asked
2.2 | Adaptation of AIF

AIF, initially designed for the education sector, had to be adapted to a

health care clinic setting. As with evidence‐based programme adapta-

tions, effective modification of implementation frameworks requires

attention to the original theoretical platform to ensure fidelity to the

model while still attending to the unique characteristics of the interven-

tion, setting, and participants.31 Early on, research team members went

through each of the stages, tools, and components available through the

NIRN, noting how our initial understanding of the clinical environment

and the intervention would affect the usability of these items. Along

with our clinical partners, we then established an Implementation

Support Team (IST) consisting of research and clinical staff, with an

emphasis on including staff who the intervention would directly

impact.24 The IST serves as the steering committee for the project, pro-

viding feedback to the research team and leadership within the clinic.
Competency

driver

This driver includes a

specific consideration

of recruitment and

selection, training,

coaching, and

performance

assessment (fidelity).

How were you made

aware of your

responsibilities related

to quality

improvement

projects?

Organization

driver

This driver specifically

assesses areas of data

collection, monitoring

and feedback systems,

facilitative

administrative

supports, and systems

intervention.

When a new project is

implemented in the

clinic, is anyone

assigned to oversee

the implementation

process?

Do you sense that leaders

at all levels in the

organization support

quality improvement?

Leadership

driver

This driver assesses the

relationship between

clinic administrators or

leaders and front line

clinic staff during the

implementation of a

new practice. There are

specific focus

guidelines for resolving

problems and leaders'

role in ensuing front‐
line staff understand

reasons for clinic

change.

How would you describe

the relationship

between leaders and

front‐line staff?

Can you tell me about

how leaders

communicated with

staff about a new

project?

aInterview guide adapted from the National Implementation Research

Network's ImpleMap interview process.30
2.3 | Exploration

The Exploration stage of the AIF focuses on preparatory assessments

often overlooked during implementation, such as reviewing past qual-

ity improvement processes and programme implementation experi-

ences, identifying the need for new practices, and deciding whether

the organization has the capacity to implement the new practice.29

We identified three central objectives for this stage: (a) examining

the organizational context for change (eg, how new processes have

been previously implemented); (b) identifying strengths and challenges

involved with IPV screening in this clinical setting; and (c) building

relationships through the creation of a strong IST.

Over the course of Exploration, the research team met twice

monthly to discuss the implementation science and screening litera-

ture, refine the AIF tools, develop the key informant interview guides,

and analyse data gathered from interviews, observations, and current

screening practices. We met approximately 10 times for roughly

30 minutes with the IST over a 12‐month period, discussing project

updates, data findings, challenges, successes, and next steps. Time-

lines and tasks were reviewed at each meeting to maintain a shared

understanding of expected roles and responsibilities among both

research staff and the IST during each implementation stage. The tools

and data associated with Exploration were reviewed with the IST to

compare whether findings reflected the realities in the clinic and to

allow them to provide input on priorities identified by the research

team (eg, assess staff needs, identify existing barriers, and assess

competency on implementation drivers).
2.4 | Data collection

Data for this paper came from a variety of sources. First, we consulted

the research literature to (1) identify the most appropriate implemen-

tation science framework for our purpose, (2) ensure that our inter-

vention was evidence informed, and (3) identify known barriers that

our team should consider as we design and implement a tailored IPV

screening programme.

A second source of information came from key informant inter-

views with clinic staff. These were guided by our Clinical Context Inter-

view Guide (adapted from an AIF tool)34,35 and focused on assessing

contextual factors and current practices related to the implementation

drivers (see Table 1). The interviews covered topics critical to Explora-

tion, such as past experiences with clinic innovation or quality

improvement, and the strengths or weaknesses related to leadership

and systems change. Interviews were conducted confidentially, and

no names were associated with the data when conducting or reporting

on the analyses.

Finally, the minutes from the IST and research team meetings

were found especially pertinent to examining lessons learned. We paid
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particular attention to challenges related to adapting and implementing

the AIF in a health care setting and with creating and maintaining a

strong IST. We also focused on strategies used to ensure that our team

was inclusive, functioning effectively, and adhering to our project

timeline.
3 | RESULTS

3.1 | Examining the context for change

Because the NIRN's framework was not originally developed for

health care settings, we struggled to adapt some of the tools to be

usable in a busy, outpatient orthopaedic clinic. This was especially true

as we worked to understand the “implementation landscape” of the

clinic, a critical aspect of assessing organizational readiness for taking

on a new process.31 NIRN recommends conducting interviews with

key staff (ImpleMap interviews)31 and provides an overview of con-

tent to include. Not only was this tool more time intensive than would

be practical, but it included questions that were not relevant for our

setting nor our intervention. Two research team members examined

each question in the original tool and determined the construct that

was being measured. We identified approaches to measure that con-

struct that were based on our knowledge of clinic operations. We cre-

ated our Clinical Context Interview Guide, tailoring it for our clinic and

addressing processes relevant to IPV screening (described earlier and

in Table 1). Research team members interviewed 11 clinic employees

from a broad range of disciplines (eg, nurses, radiologists, physicians,

and administrators), asking about past experiences with quality

improvement projects as well as the current IPV screening project in

the clinic. We learned that staff were knowledgeable about IPV and

had a sustained commitment to, and experience with, IPV screening.

However, clinic flow and the large number of patients seen on a daily

basis needed to be important considerations in programme develop-

ment; our intervention needed to minimize disruptions to current

practices to avoid agitating staff and encourage buy‐in and support

of the new programme across the team.
3.2 | Implementation challenges of evidence‐based
IPV screening—the need for “technological
enhancement”

A key step in Exploration is identifying a “usable” intervention and

assessing how this fits with the setting. Unlike some evidence‐based

programmes that have been extensively tested, branded, and imple-

mented using published protocols and materials (eg, predesigned

handouts or evaluated curricula), IPV screening and response

programmes are not uniform. Evidence of the necessary components

of an effective intervention have been outlined,13 but because the

characteristics of clinical and community settings are unique, the

details of programmes differ. Thus, part of the planning process for

any IPV screening programme will necessitate collaborating with staff
to develop the specific elements of an evidence‐based practice that

are realistic and appropriate for that particular setting.

While our fracture clinic offered several strengths (including staff

committed to IPV screening), its physical structure created a particular

impediment to evidence‐based practices: lack of private spaces.

Leveraging existing relationships with e‐health specialists and building

on emerging research using health “apps” to support IPV victims,32-35

our team explored the possibility of adding a technology component

to the programme. We envisioned an app that would enable patients

to complete IPV screening on a computer or mobile device in a private

location, communicate results to the clinic if they choose, and receive

information and support electronically and/or in person (paper forth-

coming). This would not only offer patients more control over the

screening process but would also minimize delays in clinic flow, reduc-

ing staff burden and allowing them to focus on addressing patient con-

cerns rather than confirming a positive disclosure for IPV. The

technological enhancement that emerged from Exploration became a

cornerstone of the screening programme, and ultimately, our imple-

mentation process slowed as its necessity became apparent.
3.3 | Creating a strong implementation team

As an urban, hospital‐based fracture clinic where emergencies are com-

mon, staff—especially thosewhoprovide direct care topatients—had little

time outside of clinic hours to participate inmeetings.We tried to address

this by identifying specific staff (based on their roles and responsibilities)

whose input would be needed on the IST and identifying how this might

change in later implementation stages. We set aside funding to compen-

sate staff for time away from clinical duties and developed strategies for

the IST to engage other clinic staff to build a sense of ownership of

the project. As the need for technology enhancement became clear, the

membership on our IST changed.We includedmembers of our app devel-

opment team to ensure that the design and implementation of the tech-

nology were integrated into the larger intervention planning process.

Ideally, we hoped to build the implementation capacity of the frac-

ture clinic in general. Because the IST did not have the time to learn

the implementation science process in as much depth as the research

team did, we actively worked to avoid technical jargon during discus-

sions while retaining the core elements of implementation science and

the AIF. Initially, to maximize our time with the IST, the research team

took on the labour‐intensive work while IST input was sought at stra-

tegic points throughout the process. For example, we analysed data

collected from the clinic's current screening practice, bringing the

results back to the IST for discussion.

Despite our best intentions and attempts to carefully balance clinic

ownership with time constraints, more than once we recognized that

we had crossed the line from facilitating an engaged learning and

cocreation process to merely presenting our clinical partners with infor-

mation and asking them to confirm the direction of the project. This led

us to revisit our process for facilitating meetings to make them more

interactive and our findings less academic—for example, we created

infographic‐style “newsletters” for the IST to show the staff.
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3.4 | Using our data to inform implementation

At the conclusion of Exploration, the IST was charged with deciding

whether to continue on with the implementation process. The

research team compiled a variety of primary and secondary data,

meeting notes, our clinic observations, and the findings from the

clinic's current screening practice to help inform the IST's decision.

Using AIF's Hexagon Tool and its accompanying Discussion and Analysis

Tool as a model, we designed an Exploration Summary Tool to organize

our data according to a set of domains that NIRN has identified as crit-

ical to successful programme implementation: need, fit, resources, evi-

dence, readiness, and sustainability (Table 2).36 Each domain was

informed by multiple components (see Figure 1 for examples of com-

ponents included in the readiness domain), and after rating the

strength of each component, we assigned each domain a score

denoting the clinic's strengths and weaknesses. Using a colour‐coded

dashboard to easily summarize and communicate these conclusions,

we presented our assessment to the IST. Items coloured green sug-

gested areas in which the clinic had existing capacity, yellow indicated

areas in need of strengthening, and red suggested low or no capacity.

Dashboards were created for all six domains, and the overall results

were summarized in a final hexagon wheel (Figure 2).

Initially, we completed this tool assuming that our screening would

be conducted using a traditional, on‐site approach (eg, using a written

form or office‐based tablet) (Figure 2A). After comprehensive discus-

sions between the research team and the IST using this dashboard, it

became apparent that conducting effective screening would be chal-

lenging without an enhancement that addressed both clinic flow and

privacy issues.

Because we had moved forward with the development of a mobile

IPV screening application in parallel with the implementation process,

we decided to recreate the Exploration Summary Tool with the caveat
TABLE 2 Description of the domains in the Exploration Summary
Toola

Domain Purpose of Each Category

Need Assess whether IPV screening addresses the needs of

patients in the fracture clinic

Fit Assess whether IPV screening fits the structures and

activities of the fracture clinic, as well as the priorities

and values of staff and stakeholders

Resources Assess whether there are adequate resources to screen

and respond to patients living with IPV in the fracture

clinic

Evidence Assess whether there is strong evidence to guide

screening and referral for IPV with this population

Readiness Assess whether comprehensive IPV screening is ready to

be implemented in settings like the fracture clinic

Sustainability Assess whether there is capacity and support to sustain

the screening programme over the long term

Abbreviation: IPV, intimate partner violence.
aTool adapted from the National Implementation Research Network's

Hexagon Tool.35
that our mobile app would be part of the screening protocol. This sec-

ond analysis showed that our overall strengths improved from yellow

and red to mostly green (Figure 2B). These new results clearly gave

the IST momentum to move forward, as it revealed previously

concealed strengths that were only apparent with the addition of

the technology enhancement. The IST concluded that once the app

was developed, the clinic was ready to proceed to the next stage of

the implementation process.
4 | DISCUSSION

By describing our process of using the AIF and the lessons we learned,

our goal has been to illustrate the importance of investing in the early

stages of implementation. We recognize the challenges this can pres-

ent, especially in busy clinical settings where decisions are made

quickly, action happens fast, and results are available in hours or days,

rather than weeks or months. Yet the time spent discussing the role of

the IST, analysing data from the early screening effort, and assessing

implementation drivers generated more than good feelings and an

evidence‐based IPV screening protocol. By carefully examining the

intervention as well as multiple aspects of the infrastructure into

which it was being introduced (including through the eyes of the staff

who would be most impacted by the changes), we gained greater con-

trol over those “drivers” of implementation, allowing us to avoid some

of the pitfalls that led to previous failed attempts at IPV screening in

this clinic. This is in line with other implementation science literature,

which emphasizes the critical nature of the early stages of implemen-

tation,32,37 including the importance of building partnerships between

key stakeholders and workers to ensure the “fit” between the selected

intervention and the organization.23,37
4.1 | Mapping our path

By forcing ourselves to systematically examine the difficult‐to‐observe

aspects of context and intervention, we gathered evidence of the

potential problems that would emerge across multiple levels. Towards

the end of Exploration, we summarized the information gathered dur-

ing our interviews, conversations with the IST, review of evidence‐

based screening practices, and our observations of the clinic, allowing

us to create an Exploration Summary Tool that highlighted numerous

areas of weakness or concern—initially, only one out of six domains

was rated green. Thus, despite having both evidence and staff support

for IPV screening, the IST was forced to carefully consider whether to

proceed. In the past, enthusiasm to obtain the outcome (increased

rates of patient screening) might have been enough to propel imple-

mentation (as evidenced by the initial paper‐based screening process

that was initiated before this project began), only to be led astray later

by challenges. The use of empirical data to carefully and critically

examine the entire system (the “inner context”) in which the interven-

tion will be embedded is a critical part of many implementation sci-

ence frameworks,19,20,32 and as the complexity of both the system

and the intervention increases, implementation teams may consider



FIGURE 1 An example of how the inclusion of graphics and a colour‐coded dashboard was used to simplify and communicate complex findings
to the Implementation Support Team during team meetings. Above, colour reflects the clinic's strength and level of acceptability for “readiness” in
the Exploration Summary Tool: green (strong, existing capacity), yellow (may need strengthening, some weakness), and red (weak, low capacity)

FIGURE 2 Results of the Exploration Summary Tool before and after considering technology in intimate partner violence screening. A, Original
results of Exploration displayed mostly yellows with some green and red, reflecting multiple areas in need of strengthening. B, After introducing
technology, Exploration shifted towards mostly greens and some yellow, indicating now only one area in need of strengthening. Coloured
dashboard indicates strength and level of acceptability in clinic for each category: green (strong, existing capacity), yellow (may need
strengthening, some weakness), and red (weak, low capacity)
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engaging in more rigorous modelling approaches that can evaluate the

impacts of the intervention on the larger system prior to implementa-

tion (eg, see Zimmerman et al38). Equally important is the willingness

to share those data—and the responsibility for decision making—

across the stakeholders. 23
4.2 | Identifying alternate routes

While the IST clearly wanted to proceed with implementation, initially

seeing multiple yellow areas on the dashboard led them to recognize

that standard approaches to screening alone were not feasible and
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that if they proceeded, the installation stage would be challenging.

However, after completing the Exploration Summary Tool with our

technology enhancement, our dashboard moved from yellow and red

to mostly green. Again, had we not engaged in this meticulous process

of examining strengths and weaknesses, we may not have prioritized

the mobile screening component, which has become a cornerstone

of our intervention. In fact, this decision led us to turn our attention

temporarily away from screening implementation and towards the

mobile app development, ensuring that it would be completed before

we reached the initial and final implementation stages.
4.3 | Improving our driving

Using the AIF and other implementation science frameworks not only

encouraged us to look for hidden factors that could make or break

implementation, but it also forced us to pay attention to the process

we were using to complete Exploration itself. We believe that this

reflexive behaviour greatly improved the experience and will ulti-

mately lead to a stronger and more sustainable intervention. Following

the data collection, the research team asked the IST for feedback on

the process during Exploration. Responses centred around three main

themes: the challenges IST members faced with translating findings to

other clinic staff; difficulties in balancing their competing priorities

with a desire for greater involvement in decision making around the

project; and frustration with the high level of detail and technical lan-

guage researchers often used.

Several of these points were addressed during Exploration. The

research team drafted a list of frequently asked questions (and answers)

using plain language that IST members could share with staff. The

questions focused on issues such as incorporating the technology (ie,

app) into the screening process and how the process will benefit

patients. We worked to focus on high‐priority action items during

IST meetings and to limit the amount of technical material discussed,

instead of providing members with articles and websites that they

could review if interested. Moving forward, we have committed to

making the relationship between the IST and the research team one

of collaborative cocreation and colearning.
5 | LIMITATIONS

The findings reported in this paper are in the form of “lessons learned,”

and some may be less generalizable than others. Yet, looking at the

implementation literature across sectors, similar themes emerge. Insti-

tutional support, sufficient and ongoing training, staff investment and

motivation, and systems‐level factors have been cited as making or

breaking implementation efforts in educational, social service, health

care, and business environments, leading us to believe that our expe-

riences and lessons are likely to be more common than unique.

That said, using an implementation science framework (whether the

AIF or another one) itself is not without challenges. One, in particular, is

the need for upfront investment. Our interest in implementation sci-

ence led us to seek grant funding specifically for this purpose, including
funding to offset the time clinic staff spent engaged in planning rather

than tending to clinic responsibilities. More often, however, clinical

improvement interventions are implemented with little or no additional

funding, and even when financial resources are available, they are

earmarked for specific supplies (software, hardware, educational tools,

or marketing) or outside consultants. Rarely do grant‐makers provide

support to cover the extra staff costs associated with regular planning

and team meetings, internal data collection, staff training, or pilot test-

ing. Hence, there is understandable pressure to rush through the plan-

ning stages and not “waste time talking instead of doing.”

Our implementation grant enabled our research team to provide the

support necessary to coordinate the implementation process. Research

staff conducted literature reviews and became versed in both imple-

mentation science and evidence‐based IPV practices. We translated

this information for the IST, adapted the AIF tools to meet clinic needs,

and facilitated the IST meetings. We drafted the generic protocol that

the IST adapted as the intervention and sought advice and support from

external experts in the local domestic violence advocacy and research

communities. Finally, we secured the resources to develop the technol-

ogy enhancement that allowed the project to move forward. We

acknowledge that this support largely enabled our success.

Much of what we have described in this article centre on what

many in implementation science refer to as “the inner context,” or

the factors within an organization that influence successful interven-

tion adoption and implementation.20,32 This is not to suggest that

“outer context” factors were not relevant. Indeed, the larger hospital

administration has been largely supportive of our efforts, and we can

point to few social or political barriers we have encountered. This will

not always be the case with all implementation projects.

By describing our experience in peer‐reviewed and practitioner‐

oriented publications, we aim to help other clinics shorten the time

spent in these preimplementation stages. We wish to make our tools

freely available, so others can build on and improve our methods, gen-

erate new evidence, and avoid duplicating our efforts (please contact

the lead author for materials). We feel strongly that investing time

and money in preimplementation work is critical to success. We call

on funders and administrators to go beyond requiring the submission

of implementation plans and instead provide the financial resources

and support necessary for thoughtful, planned, evidence‐based imple-

mentation processes.
6 | CONCLUSIONS

Initiating universal, evidence‐informed IPV screening practices in a

busy clinical setting is challenging under the best of circumstances.

Wolff and colleagues describe a large health care system that has inte-

grated domestic violence identification and response, but for many,

addressing “wicked problems” continues to be a challenge.39 Here,

we have described our adaptation of the Active Implementation

Framework to facilitate the early stages of such a programme in a

busy, urban fracture clinic. Exploration ensured that both research

and IST activities were intentional, rather than afterthoughts.
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Examining past experiences with implementation, documenting facili-

tators and challenges of IPV screening, and identifying areas for build-

ing capacity were all part of an invaluable process for a clinic that

previously lacked the capacity to collect data and monitor progress.

The lessons we learned—and have shared in this paper—about under-

standing the full clinic context were later used by the clinic to address

other implementation strategies, including newly established,

technology‐enhanced data collection activities centred on patient out-

comes (in fact, both applications will reside in tablets to be used by

patients). These lessons are ones that we believe are also translatable

to other organizations that are considering adopting comprehensive

IPV screening processes, and we are committed to sharing the tools

and processes we adapted so that other teams can build on and

improve them.

In conclusion, undergoing this process reminded us of the impor-

tance of approaching implementation research as an opportunity for

cocreation between researchers (or, in a different setting, “experts”)

and practitioners. Both are critical to ensure the rigour and relevance

of implementation science processes for health care interventions.
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